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Abstract 
 
Religiosity, Depression, and Infertility-Related Stress 
in Muslim Women Struggling with Infertility and Living in the West 
Mona Elgohail 
Pamela A. Geller, Ph.D. 
 
 
 
 
Infertility is a deeply distressing experience that affects millions of women each year, 
with many also suffering from depression. Depression may increase the risk of experiencing 
infertility, and decrease the success rate of infertility treatment. Studies suggest that 
religiosity/spirituality (R/S) may be protective against depression; however, in the Western 
world these connections remain largely unexplored outside of Christian populations. This 
study sought to extend our understanding of the relationship between R/S, depression, and 
infertility-related stress among Muslim women struggling with infertility and living in a 
Western context. 
An ethnically diverse sample of 496 Muslim women residing in Australia, Canada, 
the United Kingdom, and the United States with self-reported fertility problems was recruited 
using online platforms. Participants completed an online cross-sectional self-report survey 
consisting of a sociodemographics questionnaire, the Center of Epidemiologic Studies 
Depression Scale - Revised (CESD-R), the Fertility Problem Inventory (FPI), the Brief 
RCOPE, and the Religious Commitment Inventory - 10 (RCI-10). As hypothesized, there 
was a significant and positive relationship between depression and infertility-related distress. 
While negative religious coping (NRC) was significantly related to depression and infertility-
related stress, positive religious coping (PRC) and religious commitment were not. Findings 
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may guide the development of interventions that improve mental health and increase chances 
of successful pregnancy among Muslim women with fertility problems. Implications for 
clinical applications and future research are discussed. 
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1. Introduction 
 This chapter reviews the definitions and prevalence of infertility among women living 
in Australia (AU), Canada (CA), the United Kingdom (UK), and the United States (US). We 
also discuss the association between depression, infertility, and religiosity/spirituality (R/S), 
as well as the unique infertility-related challenges that Muslim women may experience. 
This literature review provides strong evidence for the use of R/S to relieve the 
depressive symptoms of individuals with infertility. Since the relationship between 
depression and R/S among Muslim women with fertility problems and living in Western 
countries has not been examined previously, this study aims to fill this gap in the literature. 
We focus on Muslim women living in AU, CA, the UK, and the US because these countries 
share similarities in their culture, histories of Muslim immigration, representative 
democracies, pronatalism, primary language, secularity, Islamophobia, and accessibility to 
reproductive technologies. This study has the potential for far-reaching implications for how 
mental health professionals assess and address the needs of Muslim women experiencing 
infertility. 
1.1 Infertility 
Infertility is the inability to become pregnant despite regular, unprotected intercourse 
with the same partner for 12 months if a woman is under the age of 35, or 6 months if a 
woman is 35 or older (American Society for Reproductive Medicine, 2012; Centers for 
Disease Control and Prevention, 2017; World Health Organization [WHO], 2016). This 
definition includes women who are able to become pregnant but are unable to remain 
pregnant or carry a pregnancy to live birth. Primary infertility is the inability to have a first 
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child; whereas secondary infertility, which is more commonly experienced, includes women 
who have at least one child but are unable to conceive or carry to term another child (WHO, 
2016). 
 According to this definition of infertility, the 2013 National Survey of Family Growth 
(NSFG) estimates that the annual prevalence rate of infertility among women of reproductive 
age (15-44) is 12% (7.3 million) in the US (Chandra, Copen, & Stephen, 2013). This statistic 
includes women with primary and secondary infertility, and suggests that infertility is a 
common occurrence. The NSFG findings also suggest that there are particularly high rates of 
infertility among African American, Hispanic, and other non-Caucasian women when 
compared to non-Hispanic white women (Bitler & Schmidt, 2006; Chandra et al., 2013). 
There is also a clear relationship between age and infertility, with infertility affecting 7.0% of 
women aged 15–24 and 13% of those aged 25–44 (Chandra et al., 2013). 
In comparison to the US, there is a noticeable lack of reliable data on the current 
prevalence of infertility in the other Western countries of interest. According to the available 
literature, the percentage of infertile couples is approximately 17% in AU (Clark & 
Mackenzie, 2007), 12-16% in CA (Bushnik, Cook, Yuzpe, Tough, & Collins, 2012), and 
12.5% in the UK (Datta, 2016). These statistics suggest that the incidence of infertility is 
alarmingly prevalent in these countries. 
1.2 Infertility and Depression 
Many studies have reported that depression is highly prevalent among women with 
infertility. Women who have experienced infertility have been found to have significantly 
higher rates of depression (Domar, Broome, Zuttermeister, Seibel, & Friedman, 1993; 
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Herbert, Lucke, & Dobson, 2010; Ozkan & Baysal, 2005), as well as higher depressive 
symptom scores than fertile women (Domar et al., 1993; Ozkan & Baysal, 2005). Chen and 
colleagues (2004) found in a sample of 112 women seeking infertility treatment, that 17% 
met criteria for major depressive disorder (MDD) and 9.8% had dysthymic disorder. In a 
prospective study of 174 women, 39.1% met criteria for MDD during the 18-month study 
period (Holley et al., 2015). These studies represent a small sample of the various studies that 
have found depression to be associated with infertility. 
 The existing literature suggests that depressive symptoms may be the cause or 
consequence of infertility, or both. For example, Ramezanzadeh and colleagues (2004) found 
that 40.8% of a sample of 370 women experienced depression, which was significantly 
related to the cause and duration of infertility. Specifically, they found that depression was 
most prevalent after 4-6 years of experiencing infertility, with severe depression most 
common among women who had experienced infertility for 7-9 years. This pattern implies 
that prolonged experience with infertility may elevate risk for depression. In other words, the 
experience of infertility may be a primary contributor to the development of depression. 
In contrast, some evidence suggests that depressive symptoms and stress elevate the 
risk of developing fertility problems. For example, a few studies have found that increased 
depressive symptoms measured prior to the start of In Vitro Fertilization (IVF) were 
associated with lower pregnancy rates (Demyttenaere et al., 1998; Smeenk et al., 2001). 
Moreover, higher stress levels, as measured by salivary biomarkers, have been associated 
with a longer time-to-conception, an increased risk of infertility, and decreased probability of 
conception each day during the fertile window (Louis et al., 2011; Lynch, Sundaram, 
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Maisog, Sweeney, & Louis, 2014). These studies suggest that stress and depression can play 
an important role in the pathogenesis of infertility, and may interfere with the outcome of 
infertility treatment. However, it is important to note that there is a lack of substantial 
evidence in the literature to implicate depression as the sole cause of infertility. 
Finally, other studies suggest that there is a bi-directional relationship between 
infertility and depression, such that both variables affect one another concurrently. For 
example, Thiering and colleagues (1993) found that there was a significantly higher level of 
depression among women entering IVF for a repeat cycle than women entering IVF for their 
first treatment. Clinically elevated depression scores were most prevalent among repeaters 
(25%) compared to first time IVF patients (15%) and community norms (12%). Moreover, 
depressed women were less likely to become pregnant than non-depressed women in the first 
5-6 treatment cycles. These results demonstrate a reciprocal relationship between depression 
and infertility, as they suggest that the presence of depression prior to treatment may predict 
lower pregnancy rates, and ongoing treatment may contribute to an increase in depressive 
symptoms. 
1.3 Infertility, Depression, and Religion 
 Given that depression affects women’s overall quality of life and is associated with 
increased risk of infertility, it is important to identify and minimize factors that lead to or 
exacerbate depressive symptoms, as well as identify and augment factors that protect against 
or diminish depression. The psychological difficulties of women with infertility are complex 
and influenced by a number of factors. R/S is one factor that may impact individuals’ 
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experience of infertility, and help or interfere with coping and healing among Muslim women 
and women of other faiths. 
Although many studies have explored the social, psychological, physical, and cultural 
aspects of infertility, the religious and spiritual aspects of infertility have received little 
attention. Only one study to date has quantitatively assessed the relationship between 
spirituality well-being and depression in women with infertility (Domar et al., 2005). In a 
sample of 195 women seeking infertility treatment, Domar and colleagues (2005) found 
depressive symptoms and infertility-related distress to be inversely related to spiritual well-
being. They also found a significant and positive association between depression and 
infertility-related distress. Like many Western studies that have evaluated the relationship 
between R/S and psychological variables, the sample was drawn from the US population and 
the majority of participants identified as Christian (74.8%). The remaining participants 
identified themselves as Jewish (17.4%), “Other” (4.1%), or did not affiliate with any 
religion (2.1%). This study suggests that spiritual practices may help women with infertility 
cope with adversity and disappointment. However, given that the majority of participants 
identified as Christian and all of the participants were seeking IVF, the results may not 
generalize to women of other faiths or women who do not pursue infertility treatment. 
 These results are consistent with the findings of many studies that have found various 
aspects of R/S to be associated with a variety of positive mental health outcomes, such as 
lower prevalence of depression among individuals with severe health problems (e.g., Aukst-
Margetić, Jakovljević, Margetić, Bišćan, & Šamija, 2005). Studies have also found R/S to be 
associated with positive physical health outcomes (e.g., Contrada et al., 2004). Although 
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evidence suggests R/S to be a protective factor against depression for Muslims (Abdel-
Khalek, 2009; Abdel-Khalek & Eid, 2011; Abdel-Khalek & Lester, 2012; Hodge, Zidan, & 
Husain, 2015), this relationship has not been studied in Muslim women with fertility issues. 
1.4 Infertility and Muslims 
1.4.1 Muslim Population in Western Countries 
 Muslims in AU, CA, the UK, and the US are ethnically and racially diverse and share 
the same core principles of the Islamic religion, regardless of ethnicity. There are 6 to 8 
million Muslims living in the US (Council on American-Islamic Relations [CAIR], 2015), 
followed by nearly 3 million in the UK (Pew Research Center, 2016), over 1 million in CA 
(Statistics Canada, 2011), and close to 500 thousand in AU (Australian Bureau of Statistics, 
2011). 
1.4.2 Conceptualization of Fertility Issues 
Muslims’ experiences and conceptualizations of infertility and childbearing are 
influenced by religious and cultural reproductive-related values, beliefs, and practices 
(Obeisat, Gharaibeh, Oweis, & Gharaibeh, 2012; Serour, El Ghar, & Mansour, 1991). The 
Quran is the central religious text in Islam and is believed to be the word of God. The Sunnah 
is a record of the Prophet Muhammad’s teachings and practices. The Quran and the Sunnah 
drive religious understanding of infertility and procreation, while cultural influences may 
stem from the societal values of individuals’ country of origin and/or residence (Ahmed & 
Reddy, 2007). 
Individuals’ experience of infertility may vary based on their level of cultural and 
religious adherence. It is important to note that many Muslims and non-Muslims, especially 
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those without a formal Islamic education, conflate religion and culture (Ahmed & Reddy, 
2007; Podikunju-Hussain, 2006; Walpole, McMillan, House, Cottrell, & Mir, 2013). 
Although researchers recognize religion and culture to be different constructs, they are 
evaluated as the same in many studies (Walpole et al., 2013). This conflation can complicate 
the conceptualization of Muslims’ infertility experiences, and is important to keep in mind 
when reviewing relevant literature and working with this population. 
1.4.3 Quranic Verses on Motherhood and Infertility 
 
Verses from the Quran provide insight into the Muslim infertility experience. For 
example, the Quran says: 
Unto God belongs sovereignty over the heavens and the earth; He creates whatsoever 
He will, bestowing females upon whomsoever He will, and bestowing males upon 
whomsoever He will, or He couples males and females and causes whomsoever He 
will to be barren. Truly He is Knowing, Powerful. (Nasr, Dagli, Dakake, Lumbard, & 
Rustom, 2015, p. 1186) 
These verses “mention the different ways in which God grants offspring to people - 
only daughters, only sons, a mixture of the two, or no children at all” (Nasr et al., 2015, p. 
1186) and emphasize that, “offspring come as a blessing willed by God and are not due to the 
particular merits of the parents to whom children are born” (Nasr et al., 2015, p. 1186). It is 
possible that some women may find comfort in believing that infertility is part of a 
predetermined plan of God. In contrast, other women may misinterpret infertility as a 
manifestation of God’s punishment and disapproval of their past sins. 
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Other Quranic verses tell the stories of the wives of Prophets who struggled with 
infertility. For example, Prophet Abraham and his wife Sarah (Quran 11:71-72 and 51:29), as 
well as Prophet Zakaria and his wife (Quran 3:37-41 and 21:89-90) were blessed with a child 
after years of prayer for offspring. These stories may inspire hope in couples struggling with 
fertility problems. Some women with fertility issues may find prayer to be a means of peace, 
tranquility, and relaxation, while others may feel distressed that their prayers for a child have 
gone unanswered. 
Although there is more information available on childbearing and infertility in the 
Quran and Sunnah, this small sample of Quranic verses demonstrates how some women may 
interpret religious teachings in a way that is healing or distressing. 
1.4.4 Infertility Treatment and Adoption 
  Islam permits and encourages treatment for fertility issues (Fadel, 2002). This 
permissibility includes the use of assisted reproductive technologies (ART) that do not 
involve the use of donor gametes, donor embryos, or surrogates (Fadel, 2002; Hathout, 
1989). These restrictions may leave some Muslims, who are unable to use their own gametes 
or carry their own child, in the difficult position of choosing between what their religious 
doctrine dictates and their dreams of becoming parents. 
Some couples may consider adopting a child during their infertility journey. Although 
the adoption practices common in Western countries are not permitted in Islam, Muslims can 
engage in Islamic adoption (Ishaque, 2008). Islamic adoption allows a child to be cared for 
by non-biological guardians; however the child is not considered related by bloodline to the 
adopting family. Thus, an adopted child must retain his or her surname, which protects the 
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child’s identity and lineage. The Islamic rules governing relationships between non-blood-
related individuals still apply in the context of adoption, such as rules regarding marriage and 
interactions between members of the opposite sex. For example, the adopted child can marry 
the biological child of his or her guardian. 
1.4.5 Marital and Social Challenges 
  
 In addition to or in lieu of the pursuit of infertility treatment and/or adoption, some 
Muslim couples may consider polygyny if they are unable to bear children due to female-
factor infertility. Polygyny is the marriage of a man to more than one woman, which is only 
permitted under certain circumstances within Islam and is acceptable in some Eastern 
cultures as a solution to the problem of infertility (Obeisat et al., 2012). 
One study found that some Jordanian women with infertility believe that allowing 
their husbands to take a second wife is the only way to avoid divorce, noting that divorce is 
culturally frowned upon (Obeisat et al., 2012). Pressure to pursue polygyny came from the 
woman’s husband, members of her family, and/or members of her husband’s family. The 
prevalence of polygyny among Muslim couples in the West with fertility issues is unclear, as 
it is not a legally or culturally sanctioned practice and incidence is not well documented. 
In addition to facing the threat of polygyny, Muslim women with infertility are 
sometimes stigmatized and ostracized, as well as pressured to bear children by family and 
community members (Abbasi-Shavazi, Inhorn, Razeghi-Nasrabad, & Toloo, 2008; Dyer, 
Abrahams, Hoffman, & van der Spuy, 2002; Farzadi & Ghasemzadeh, 2008; Hollos & 
Larsen, 2008). 
 
	  
	  
	  
10	  
1.4.6 Depression Among Muslim Women 
 Studies have found a high incidence of depression and other forms of psychological 
distress among Muslim women with infertility in many non-Western countries (Farzadi & 
Ghasemzadeh, 2008; Ramezanzadeh et al., 2004). Ramezanzadeh and colleagues (2004) have 
attributed this distress to societal expectations, the cultural emphasis on childbearing, the 
possibility of polygyny, and the negative intervention of the husband’s family in Eastern 
countries, such as Iran. Muslim women living in Western countries may experience similarly 
high levels of depression if they hold Eastern ideals, or are affected by them because they are 
values held by members of their family or community. 
 Research suggests that Muslim women living in the US may be at increased risk for 
experiencing depressive symptoms (Hassouneh & Kulwicki, 2007). Moreover, Muslim 
Americans may experience high levels of depression (Abu-Ras & Abu-Bader, 2008) that are 
significantly higher than normative samples and community samples of other minority 
groups (Amer & Hovey, 2012). Researchers attribute these results to Muslims’ experiences 
of acculturation and discrimination (Amer & Hovey, 2012; Hassouneh & Kulwicki, 2007), as 
well as the anti-Muslim backlash after 9/11 (Abu-Ras & Abu-Bader, 2008). In the context of 
fertility, these findings are particularly concerning given that depression could increase the 
risk of infertility and unsuccessful infertility treatment outcomes (Demyttenaere et al., 1998; 
Smeenk et al., 2001; Thiering et al., 1993). 
 Some studies have found that women in Muslim-majority countries utilize R/S to 
cope with infertility-related stress and distress; these countries include Iran, Turkey, Jordan, 
Saudia Arabia, and Pakistan (Alosaimi et al., 2016; Bardaweel, Shehadeh, Suaifan, & Kilani, 
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2013; Edirne et al., 2010; Latifnejad Roudsari, Allan, & Smith, 2014; Shoaib, Khan, & Abid, 
2011). However, no studies exist that quantitatively assess the relationship between R/S, 
depression, and infertility-related stress among Muslim women living in Western countries. 
2. The Current Study 
2.1 Rationale 
It is well known that the infertility experience is devastating and linked to a high 
incidence of depression among women (Chen et al., 2004; Domar et al., 1993; Herbert et al., 
2010; Ozkan & Baysal, 2005). Evidence indicates that not only can infertility contribute to 
the development of depression (Ramezanzadeh et al., 2004; Thiering et al., 1993), but 
depression may increase the risk for infertility (Demyttenaere et al., 1998; Smeenk et al., 
2001; Thiering et al., 1993). Furthermore, depression may decrease pregnancy rates for those 
undergoing infertility treatment (Demyttenaere et al., 1998; Smeenk et al., 2001; Thiering et 
al., 1993). Therefore, it is critical that we identify factors that may protect against or alleviate 
depressive symptoms. 
Studies without an infertility focus have found R/S to be protective against depression 
among Muslims (Abdel-Khalek, 2009; Abdel-Khalek & Eid, 2011; Abdel-Khalek & Lester, 
2012; Hodge et al., 2015), and one study found that R/S may limit depressive symptoms 
among Christian American women with fertility issues (Domar et al., 2005). Taken together, 
these studies suggest that R/S may be a protective factor against depression among Muslim 
women with infertility living in the West, however research has not yet been conducted to 
examine the relationship between R/S and depression in this population. This study was 
designed to address this gap in the research literature. 
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2.2 Significance of the Study 
This study provides empirical evidence of stress and depression levels among Muslim 
women with infertility and living in a Western context. It also provides insight into this 
population’s utilization of R/S to cope with infertility-related stress and distress. Through an 
examination of the relationship between these primary variables (i.e., depression, infertility-
related stress, and R/S), this research provides mental health professionals with potential 
targets for psychological intervention that may improve this population’s mental health, 
chances of successful pregnancy, and overall quality of life. 
More generally, this study contributes to the current cultural competence movement 
in the field of psychology, particularly concerning psychological interventions for the 
Muslim population. We also hope this study brings attention to the mental health needs of 
Muslim women with infertility, and promotes research in this oft-neglected area and in a 
population that has been grossly understudied. 
2.3 Hypotheses 
Hypothesis 1: A positive relationship will exist between depressive symptoms and 
infertility-related stress among Muslim women with infertility, controlling for 
sociodemographic variables. 
Rationale for Hypothesis 1: Many studies have found depression to be prevalent 
among women with infertility, including Muslim women (e.g, Chen et al., 2004; Karlidere et 
al., 2008; Yassini, Khalili, & Hashemian, 2005). Other studies have found a significant and 
positive relationship between depression and infertility-related stress, as measured by the 
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Fertility Problem Inventory (Domar et al., 2005; Newton, Sherrard, & Glavac, 1999). A 
similar relationship is expected among Muslim women with infertility. 
Hypothesis 2: A relationship will exist between R/S (specifically negative religious 
coping [NRC], positive religious coping [PRC], and religious commitment) and depression 
among Muslim women with infertility, controlling for sociodemographic variables. 
Specifically, there will be a positive relationship between NRC and depression, a negative 
relationship between PRC and depression, and a negative relationship between religious 
commitment and depression. 
Rationale for Hypothesis 2: Research has found that high levels R/S is associated 
with lower levels of depression among individuals suffering from serious medical conditions 
(e.g., Aukst-Margetić et al., 2005), including infertility (Domar et al., 2005). Studies without 
an infertility focus have found R/S to be protective against depression among Muslims 
(Abdel-Khalek, 2009; Abdel-Khalek & Eid, 2011; Abdel-Khalek & Lester, 2012; Hodge et 
al., 2015). Moreover, studies have found NRC to be positively related to depression (e.g., 
Bjorck & Thurman, 2007; Boscaglia, Clarke, Jobling, & Quinn, 2005), PRC to be negatively 
related to depression (Bjorck & Thurman, 2007), and religious commitment to be inversely 
associated with psychological distress (Burris, Brechting, Salsman, & Carlson, 2009). 
Because R/S has been associated with lower levels of depression in individuals with medical 
problems, non-Muslim women with infertility, and Muslim populations of various countries 
and age groups, a significant relationship between different dimensions of R/S and 
depression is expected. 
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 Hypothesis 3: A relationship will exist between R/S (specifically NRC, PRC, and 
religious commitment) and infertility-related stress among Muslim women with infertility, 
controlling for sociodemographic variables. Specifically, there will be a positive relationship 
between NRC and infertility-related stress, a negative relationship between PRC and 
infertility-related stress, and a negative relationship between religious commitment and 
infertility-related stress. 
Rationale for Hypothesis 3: Domar and colleagues (2005) found a negative 
relationship between spiritual well-being and infertility-related stress. Additionally, several 
studies found that women in Muslim-majority countries (including Iran, Turkey, Jordan, 
Saudia Arabia, and Pakistan) often use different aspects of R/S to cope with their infertility 
(Alosaimi et al., 2016; Bardaweel et al., 2013; Edirne et al., 2010; Latifnejad Roudsari et al., 
2014; Shoaib et al., 2011). Other studies have found R/S to be protective against distress 
among Muslims (Abdel-Khalek, 2009; Abdel-Khalek & Eid, 2011; Abdel-Khalek & Lester, 
2012; Hodge et al., 2015). Taken together, these studies suggest that there will be a 
significant association between R/S and infertility-related stress. 
3. Methods 
3.1 Participants 
3.1.1 Inclusion Criteria 
Eligible participants were self-identified adult Muslim women of reproductive age 
(i.e., 18-44 years) residing in AU, CA, the UK, and the US. Participants also reported 
difficultly conceiving and/or carrying a pregnancy to live birth with the same partner for at 
least 12 months, or 6 months for women over the age of 35. All respondents had access to the 
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internet, as evidenced by their completion of the survey, and reported that they were able to 
read and write in English comfortably. 
3.1.2 Exclusion Criteria 
Women who reported that they were currently pregnant or not currently trying to 
conceive were not eligible to participate in the study. 
3.1.3 Recruitment 
Participants for the current study were recruited using online platforms. The study 
was advertised using a 3-minute video that described the study and invited viewers to spread 
the word about the study and/or take the study survey. The video was posted on the Facebook 
page and Twitter account created for the study. It was shared by individuals that were not 
part of the research team, as evidenced by the number of shares on the video and responses to 
a study survey question that assessed mode of access to the survey. Among those who shared 
the video were prominent Muslims and Muslim organizations with Facebook pages that 
reach many Muslims. 
3.2 Data Collection and Procedure 
The Drexel University Institutional Review Board (IRB) approved the study protocol 
prior to the start of recruitment. The current study utilized a cross-sectional, self-report 
design. Individuals were able to access the study survey through the link displayed in the 
recruitment video and the video caption. The link directed individuals to the waiver of 
informed consent, which included information about the study’s eligibility criteria, purpose, 
procedure, privacy and confidentiality, risks and benefits, and voluntary nature. The waiver 
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also included contact information for the research team and the Drexel University Office of 
Regulatory Research Compliance. 
At the end of the waiver, individuals who wished to participate in the study clicked 
“Yes, I agree and wish to participate,” and those who did not wish to participate clicked “No, 
I do not agree to these terms.” Individuals who agreed to participate were directed to the 
study survey, which included a sociodemographics questionnaire, the Center of 
Epidemiologic Studies Depression Scale - Revised (Eaton, Smith, Ybarra, Muntaner, & Tien, 
2004), the Fertility Problem Inventory (Newton et al., 1999), the Brief RCOPE (Pargament, 
Feuille, & Burdzy, 2011; Pargament, Smith, Koenig, & Perez, 1998), and the Religious 
Commitment Inventory - 10 (Worthington et al., 2012). After completing the survey 
measures, respondents were invited to: 1) sign up for email updates on the survey results, 2) 
share why they participated in the study, 3) share how they heard about the study, 4) provide 
feedback, and 5) enter a raffle to win one of five $100 cash prizes. Respondents were also 
thanked for their time and contribution. As approved by the IRB, individuals interested in 
email updates or the raffle were provided with a link that directed them to a separate 
Qualtrics survey, ensuring that email addresses would not be linked to the study survey 
answers. 
3.3 Measures 
3.3.1 Sociodemographics Questionnaire 
A sociodemographics questionnaire created for this study was used to collect 
information regarding participants’ gender; age; race/ethnicity; marital status; employment 
status; highest level of education; household income; healthcare insurance; country of origin; 
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time spent living in AU, CA, the UK, and the US; reproductive history; infertility history; 
infertility treatment history; and mental health history. 
3.3.2 Center for Epidemiologic Studies Depression Scale - Revised (CESD-R) 
The CESD-R is a 20-item self-report measure of depressive symptomology (Eaton et 
al., 2004). Respondents were asked to rate the frequency that they experienced the 20 listed 
symptoms during the past week. Each item is scored on a 4-point Likert scale ranging from 0 
to 3 that includes the following response options: “Not at all or less than 1 day,” “1-2 days,” 
“3-4 days,” “5-7 days,” and “nearly everyday for 2 weeks.” Possible scores range from 0 to 
60, with scores 16 and above suggesting possible depression. The CESD-R has been shown 
to be psychometrically sound, demonstrating high internal consistency, strong factor 
loadings, and theoretically consistent convergent and divergent validity with anxiety, 
schizotypy, and positive and negative affect (Van Dam & Earleywine, 2011).  
3.3.3 Fertility Problem Inventory (FPI) 
The FPI is a 46-item self-report measure of infertility-related stress (Newton et al., 
1999). Specifically, the measure assesses perceived stress caused by infertility in five specific 
domains: “social concern,” “sexual concern,” “relationship concern,” “need for parenthood,” 
and “rejection of childfree lifestyle.” Each item is scored on a 6-point Likert scale ranging 
from 1 to 6 that includes the following response options: “strongly disagree,” “somewhat 
disagree,” “slightly disagree,” “slightly agree,” “somewhat agree,” “strongly agree.” Global 
stress scores range from 46 to 276, with scores of 87 or higher suggesting stress due to 
infertility-related issues. Specifically, scores of 87-146 indicate average stress, scores of 147-
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181 indicate moderately high stress, and scores over 181 indicate very high stress. Adequate 
psychometric properties have been demonstrated (Newton et al., 1999). 
3.3.4 Brief RCOPE 
The Brief RCOPE is a 14-item self-report measure of PRC and NRC patterns 
(Pargament et al., 1998; Pargament et al., 2011). The PRC subscale measures “religious 
forgiveness, seeking spiritual support, collaborative religious coping, spiritual connection, 
religious purification, and benevolent religious reappraisal”; whereas the NRC subscale 
measures “spiritual discontent, punishing God reappraisals, interpersonal religious 
discontent, demonic reappraisal, and reappraisal of God's powers” (Pargament et al., 1998). 
Each subscale consists of 7 items, and each item is scored on a 4-point Likert scale ranging 
from 1 to 4 that includes the following response options: "not at all," "somewhat," "quite a 
bit," and "a great deal." Scores for each subscale range from 7 to 28, with higher scores 
indicating more frequent use of the particular type of religious coping. The creators of the 
measure noted that it may be appropriate to use this measure to assess religious coping 
among Muslims. To make the scale suitable for Muslims, the word “church” was replaced 
with “mosque” in the item that states, “Wondered whether my church had abandoned me.” 
Subscales of the Brief RCOPE have shown evidence of internal consistency, construct 
validity, predictive validity, and incremental validity (Pargament et al., 2011). 
3.3.5. Religious Commitment Inventory – 10 (RCI-10) 
The RCI-10 is a 10-item self-report measure of intrapersonal and interpersonal 
religious commitment (Worthington et al., 2012). Each item is scored on a 5-point Likert 
scale ranging from 1 to 5 that includes the following response options: “not at all true of me,” 
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“ somewhat true of me,” “moderately true of me,” “mostly true of me,” and “totally true of 
me.” Scores range from 10 to 50, with scores of 38 or higher suggesting that the individual is 
highly religious. A few items were modified to make them more appropriate for Muslim 
participants (see Appendix B). The RCI-10 has been found to have strong estimated internal 
consistency, test–retest reliability, construct validity, and discriminant validity (Worthington 
et al., 2003). 
3.4 Statistical Plan 
3.4.1 Hypotheses 
All three hypotheses were assessed using a multiple regression analysis. Potential 
sociodemographic control variables were identified apriori based on previous research. 
Control variables included in the final models were those that were significantly correlated (p 
≤ .05) with the dependent variable and had a bivariate correlation of less than .7 with the 
predictor variable(s) of interest to protect against multicollinearity. Potential control variables 
included age, education, employment status, years of marriage, number of children (if any), 
duration of infertility, and infertility diagnosis. 
3.4.2 Power Analyses 
The sample size for the current study was determined using the statistical power 
program G-Power, version 3.1.7 (Faul, Erdfelder, Lang, & Buchner, 2007). In order to 
achieve a power of .95 with a medium effect size (.15) and an alpha of .05, 160 participants 
were necessary to detect an effect if one exists for Hypothesis 1, whereas 172 participants 
were needed for Hypothesis 2 and 3. Given the results of the power analyses, the recruitment 
goal was 172 survey respondents. 
 
	  
	  
	  
20	  
3.5 Ethical Considerations 
Cultural and religious factors were considered at each step of study development 
(e.g., choosing appropriate measures; creating an inclusive list of ethnicities for the 
sociodemographics questionnaire; assessing household income in the currency used in each 
country). Prior to the start of recruitment and data collection, the Drexel University IRB 
approved the study protocol. As described in the procedures section above, respondents 
acknowledged their waiver of informed consent prior to being directed to the study survey. 
No identifying information was linked to participants’ data, and the online nature of the study 
posed minimal risk and protected anonymity.  
Additionally, participants were provided with the principal investigator’s contact 
information in the waiver of informed consent, and were invited to call or email her with 
questions or concerns. The waiver of informed consent also included the phone number of 
the Drexel University Office of Regulatory Research Compliance, and respondents were 
encouraged to call if they experienced any adverse reactions to the study. Of note, no 
participants reported any concerns or adverse reactions. 
4. Results 
Data were analyzed using IBM SPSS Statistics software, version 24.0. Initial 
descriptive analyses were conducted to provide detailed information on participants’ 
sociodemographics and primary study variables. After an examination of assumptions, 
statistical analyses were conducted to evaluate the three planned hypotheses. Only complete 
datasets were included in the statistical analyses; complete datasets were those in which the 
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participants answered all questions for the measures relevant to the hypothesis being 
evaluated. 
4.1 Participant Sociodemographics 
 All data were collected from December 2015 through April 2016. A total of 1,461 
individuals authorized the waiver of informed consent and were granted access to the study 
survey. Of these individuals, 410 were excluded due to ineligibility for self-identifying as 
someone who is: male (n = 26), outside of the 18 – 44 age range (n = 37), uncomfortable 
with English (n = 13), non-Muslim (n = 1), currently pregnant (n = 67), not currently trying 
to conceive (n = 128), and living outside of the US, the UK, AU, and CA (n = 138). Other 
individuals were excluded for self-reporting that they had never experienced difficulty 
getting pregnant or carrying a pregnancy to live birth (n = 77); had been trying to conceive 
for less than 12 months for ages 18 – 35 (n = 94) or less than 6 months if over the age of 35 
(n = 6); were not in a committed relationship or had been in a committed relationship for less 
than 1 year (n = 4). An additional 263 individuals were excluded for not answering questions 
about the following topics: gender (n = 32), age (n = 16), comfort with the English language 
(n = 5), whether or not they identify as Muslim (n = 3), country of residence (n = 74), and 
total time trying to conceive (n = 133). There were also three individual cases removed due 
to duplicate entries, as evidenced by duplicate IP addresses and an examination of 
sociodemographic information; data linked to the most recent entry were retained for 
inclusion in the analyses. 
Of the remaining 604 participants, 373 (61.8%) completed all study measures, 123 
(20.4%) completed at least one study measure, and 108 (17.9%) completed no study 
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measures. Ultimately, 496 individuals waived informed consent, met all eligibility criteria, 
completed at least one study measure, and were included in analyses. 
4.1.1 Survey Access 
The majority of participants accessed the study survey through Facebook (56.5%; n = 
280). The remainder of participants accessed the survey through a variety of other methods 
including email (1.6%; n = 8), Word of Mouth (5.8%; n = 29), Muslim Groups/Organizations 
(2.6%; n = 13), and Instagram (6.4%; n = 32). 
4.1.2 Sociodemographics 
 See Table 1 for detailed sociodemographics of the sample (n = 496). Of the 496 
eligible participants, most resided in the US (n = 211; 42.5%), followed by the UK (n = 193; 
38.9%), CA (n = 64; 12.9%), and AU (n = 27; 5.4%). One participant stated she lived in CA 
for 15 years and the US for 3 years but did not specify in which of the two countries she was 
currently residing. Almost half of the participants identified as South Asian (n = 236; 47.6%). 
Those who identified as Arab comprised 12.1% (n = 60) of the sample. The remaining 
participants identified as South East Asian (n = 55; 11.1%), White/Caucasian/European (n = 
40; 8.1%), Multi-racial/ethnic (n = 35; 7.1%), African/Black (n = 31; 6.3%), Afghan (n = 6; 
1.2%), Spanish/Hispanic/Latina (n = 4; 0.8%), Turkish (n = 3; 0.6%), Persian (n = 1; 0.2%), 
Native American/Alaskan Native (n = 1; 0.2%), and Other (n = 14; 2.8%), with ten 
participants declining to disclose their race and/or ethnicity. 
 The mean age of participants was 30.68 years old with a standard deviation of 4.88 
and a range of 20-44 years old. All of the participants were married (n = 495; 99.8%) except 
for one participant who was engaged to be wed, and most women were married to individuals 
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who also identified as Muslim (n = 491). All of the participants had been in their current 
relationship for at least one year, with 13.1% (n = 65) being in their current relationship for 1 
year to less than 3 years, 34.9% (n = 173) being in their current relationship for 3 years to 
less than 6 years, 29.8% (n = 148) being in their current relationship for 6 years to less than 
10 years, and 22.2% (n = 110) being in their current relationship for more than 10 years.  
There was a range in educational attainment across participants, with the majority 
having achieved at least a bachelor’s degree (n = 310; 62.5%). Approximately half of the 
participants were employed full time (n = 224; 45.2%), while 19.8% (n = 98) were employed 
part-time, 26.2% were homemakers (n = 130), and 8.9% (n = 44) were unemployed. Separate 
from employment status, all participants were also asked if they were current students and 63 
(12.7%) responded “yes.” There was a wide range of estimated annual household income; the 
following reflect the most chosen response for each country in US dollars: $100,001 or more 
in the US (n = 64), less than $38,119 in CA (n = 21), less than $54,173 in AU (n = 16), and 
$14,501 - $29,000 in the UK (n = 51). Please note that these income estimates are not 
representative of the majority, but simply reflect the option most respondents chose for each 
country. See Table 2 for a detailed breakdown of estimated annual household income. 
4.1.3 Muslim Identity 
 All of the participants identified as Muslim (n = 496), with 86.7% (n = 430) 
specifying that they were born into a Muslim family and 11.3% (n = 56) specifying that they 
were converts. In terms of sects, the vast majority of participants identified as Sunni (n = 
442; 89.1%), while 3% identified as Shia (n = 15). 
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 The majority of participants (n = 338; 68.1%) considered themselves “moderately 
religious,” while the remaining participants identified as “very religious” (n = 80; 16.1%), 
“slightly religious” (n = 67; 13.5%), or “not religious at all” (n = 4; .8%). With regards to the 
five daily prayers, most participants reported that they always (n = 201; 40.5%) or usually (n 
= 132; 26.6%) engage in these prayers. The majority of participants reported that they wear 
hijab (n = 370; 74.6%) and never drink alcohol (n = 480; 96.8%). 
4.1.4 Reproductive and Infertility History 
See Table 3 for participants’ reproductive and infertility history. All of the 
participants reported difficulty conceiving (n = 489; 98.6%) and/or carrying a pregnancy to 
live birth (n = 176; 35.5%), with 34.9% (n = 173) reporting a past pregnancy loss (e.g., 
miscarriage, stillbirth, therapeutic abortion, or ectopic pregnancy). The majority of 
participants (n = 366; 73.8%) did not have any biological children and were experiencing 
primary infertility, while the remaining portion (n = 130; 26.2%) had at least one biological 
child and were experiencing secondary infertility. Additionally, 27 participants (5.4%) 
reported having at least one adopted child or stepchild. 
Forty one percent of participants reported that their fertility problems were caused by 
female factor problems (n = 205), while 38.7% (n = 192) reported idiopathic causal factors, 
10.7% (n = 53) reported male causal factors, and 9.1% (n = 45) reported both male and 
female causal factors. All of the participants were currently trying to conceive, except for two 
individuals who reported that they were taking a break, with one participant’s last attempt 
being less than one month ago and the other participant’s last attempt being one month to less 
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than three months ago. The mean length of time participants spent trying to conceive was 
4.34 years (SD = 3.46; range = .5 – 20.1). 
4.1.5 Fertility Treatment 
About half (n = 247; 49.8%) of the participants were trying to conceive with the 
assistance of fertility treatment. Participants were asked about their history of using a range 
of low and high technology medical treatment options, as well as non-medical treatment 
options. The most commonly used treatments included medical advice (n = 274; 55.2%), 
fertility drugs (n = 255; 51.4%), advice from family or friends (n = 209; 42.1%), herbal 
medicine (n = 112; 22.6%), Advanced Reproductive Technologies (ART; n = 102; 20.6%), 
intrauterine insemination (IUI; n = 93; 18.8%), and acupuncture (n = 92; 18.5%). In addition, 
46.4% (n = 230) of participants reported that they were currently under the care of a 
reproductive endocrinologist. See Table 4 for detailed information on fertility treatment. 
The majority of participants had health insurance (n = 304; 61.3%). However, their 
health insurance did not necessarily cover the cost of infertility treatment. Of those with 
health insurance, 12.5% (n = 62) had no coverage for infertility treatment. However, 30.4% 
(n = 151) had coverage for consultation with a specialist, 24.8% (n = 123) had coverage for 
medical testing, 23.4% (n = 116) had coverage for fertility drugs/hormones, 14.5% (n = 72) 
had coverage for surgery, and 13.7% (n = 68) had coverage for IVF or intracytoplasmic 
sperm injection (ICSI). 
4.1.6 Psychiatric History 
Eighty-two participants (16.5%) reported a history of treatment for psychological or 
emotional distress, including fertility-related individual therapy (n = 18; 3.6%), couple’s 
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therapy (n = 5; 1%), and support group or group therapy (n = 1; 0.2%). Only 7.3% of 
participants (n = 36) reported that they were currently in treatment for psychological or 
emotional distress, including fertility-related individual therapy (n = 12; 2.4%), couple’s 
therapy (n = 5; 1%), and support group or group therapy (n = 4; 0.8%). 
4.2 Main Variables 
4.2.1 Depressive Symptoms (CESD-R) 
 The mean score for depressive symptoms, as measured by the CESD-R, was 21.03 
with a standard deviation of 16.18 and a range of 0-60. Higher scores indicate higher levels 
of depressive symptomatology, with scores of 16 and above on the CESD-R indicating 
concern for depression. Of the 440 participants that completed this measure, 53.6% (n = 236) 
had a score of 16 or more, suggesting that almost half of the participants may have been 
suffering from depression. 
Skewness was .544 (SD = .116) and kurtosis was -.843 (SD = .232). However, this 
was not a concern because skewness and kurtosis do not significantly influence the analyses 
of a large sample (Tabachnick & Fidell, 2013, p. 80). 
4.2.2 Infertility-Related Stress (FPI) 
 The mean global stress score for infertility-related stress, as measured by the FPI, was 
167.32 with a standard deviation of 38.54 and a range of 66-276. Skewness was -.126 (SD = 
.116) and kurtosis was -.215 (SD = .232), indicating a normal distribution of scores. 
 Higher scores on the FPI indicate higher levels of infertility-related stress, with scores 
of 87 and above indicating concern for stress. Of the 440 participants that completed this 
measure, nearly all of the women (n = 432; 98.2%) had a score of 87 or more, suggesting that 
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almost all of the participants were experiencing infertility-related stress. In particular, 27.5% 
(n = 119) of women were in the average stress range, 36.3% (n = 157) in the moderately high 
stress range, and 36.1% (n = 156) in the very high stress range. 
Scores were also computed for each of the five domains that make up the global 
stress score. High scores on the Social Concern subscale indicate “sensitivity to reminders, 
comments, and questions about infertility; feelings of alienation or isolation from peers and 
family; and finding social activities difficult.” Of the 478 participants that completed this 
subscale, nearly all of the women (n = 473; 99.0%) had a score of 12 or more, suggesting that 
virtually all of the participants were experiencing stress due to social concern. In particular, 
36.8% (n = 176) of women were in the average stress range, 44.4% (n = 212) in the 
moderately high stress range, and 17.8% (n = 85) in the very high stress range. 
High scores on the Sexual Concern subscale indicate “loss of enjoyment of sexual 
relations, feelings of pressure to schedule sex, and loss of sexual self-esteem.” All of the 
participants (n = 480) that completed this subscale had a score of 8 or more, suggesting that 
every participant was experiencing stress due to sexual concern. In particular, 34.0% (n = 
163) of women were in the average stress range, 30.0% (n = 144) in the moderately high 
stress range, and 36.0% (n = 173) in the very high stress range. 
High scores on the Relationship Concern subscale indicate “problems in 
communicating openly or constructively about infertility, difficulty accepting gender 
differences, and concerns about the future of the relationship.” Of the 479 participants that 
completed this subscale, nearly all of the women (97.5%, n = 467) had a score of 11 or more, 
suggesting that almost all of the participants were experiencing stress due to relationship 
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concern. In particular, 43.0% (n = 206) of women were in the average stress range, 36.5% (n 
= 175) in the moderately high stress range, and 18.0% (n = 86) in the very high stress range. 
High scores on the Rejection of Childfree Lifestyle subscale indicate “a negative view 
of a childfree lifestyle or status quo, that future happiness is dependent on having a child (or 
another child), and difficulty perceiving other roles as satisfying or fulfilling.” Of the 487 
participants that completed this subscale, nearly all of the women (91.4%, n = 445) had a 
score of 18 or more, suggesting that virtually all of the participants were experiencing stress 
due to the rejection of a childfree lifestyle. In particular, 43.9% (n = 214) of women were in 
the average stress range, 29.8% (n = 145) in the moderately high stress range, and 17.7% (n = 
86) in the very high stress range. 
High scores on the Need for Parenthood subscale indicate “close identification with 
the role of parent, and parenthood as a primary or essential life goal.” Of the 485 participants 
that completed this subscale, nearly all of the women (95.7%, n = 464) had a score of 23 or 
more, suggesting that almost all of the participants were experiencing stress related to the 
need for parenthood. In particular, 36.7% (n = 178) of women were in the average stress 
range, 36.9% (n = 179) in the moderately high stress range, and 22.1% (n = 107) in the very 
high stress range. 
4.2.3 Religious Coping (Brief RCOPE) 
The mean score for PRC, as measured by the Brief RCOPE, was 23.49 with a 
standard deviation of 4.80 and a range of 7-28. Skewness was -.928 (SD = .112) and kurtosis 
was -.019 (SD = .223). The mean score for NRC, as measured by the Brief RCOPE, was 
12.09 with a standard deviation of 5.21 and a range of 7-28. Skewness was 1.006 (SD = .112) 
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and kurtosis was .162 (SD = .224). Although the PRC distribution was negatively skewed 
and the NRC distribution was positively skewed, this was not a concern given the large 
sample size. 
4.2.4 Religious Commitment (RCI-10) 
 The mean score for religious commitment, as measured by the RCI-10, was 36.34 
with a standard deviation of 8.24 and a range of 13-50. Skewness was -.400 (SD = .114) and 
kurtosis was -.322 (SD = .228). Although the distribution of scores was slightly negatively 
skewed, overall the distribution was relatively normal. Of the 457 respondents that completed 
the measure, 46.0% (n = 210) scored in the highly religious range. 
4.3 Hypotheses 
4.3.1 Hypothesis 1 
 Hypothesis 1 predicted a positive relationship between depression and infertility-
related stress, controlling for age and employment status. Hypothesis 1 was assessed using a 
multiple linear regression, in which depression was simultaneously regressed on infertility-
related stress, age, and employment status. To evaluate this hypothesis, depression was 
entered as the dependent variable in the regression model, and the predictors were entered 
simultaneously as the independent variables. All assumptions were examined and satisfied. 
Results indicated that hypothesis 1 was confirmed; there was a significant and 
positive relationship between depression and infertility-related stress (b = .22, SEb = .02, p < 
.001). Employment status was significantly associated with depression (b = -3.23, SEb = 1.46, 
p = .03), while age was not (b = -.09, SEb = .14, p = .55). This model explained 28% of the 
variance in depression (R2 = .28), which is primarily driven by infertility-related stress. 
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4.3.2 Hypothesis 2 
Hypothesis 2 posited that PRC, NRC, and religious commitment would be associated 
with depression, controlling for age and employment status. Hypothesis 2 was assessed using 
a multiple linear regression, in which depression was simultaneously regressed on PRC, 
NRC, religious commitment, age, and employment status. To evaluate this hypothesis, 
depression was entered as the dependent variable in the regression model, and the predictors 
were entered simultaneously as the independent variables. All assumptions were examined 
and satisfied. 
Results indicated that hypothesis 2 was partially supported, as NRC (b = 1.22, SEb = 
.15, p < .001) and employment status (b = - 4.44, SEb = 1.56, p = .01) were the only 
significant predictors of depression. No other variables had significant associations with 
depression (PRC: b = -.26, SEb = .18, p = .15; Religious Commitment: b = .15, SEb = .11, p = 
.16; Age: b = -.16, SEb = .15, p = .29). The overall model was statistically significant (p < 
.001) and accounted for 16% of the variance in depression (R2 = .16). The variance explained 
is primarily driven by NRC and employment status, given the non-significant results of the 
other variables included in the model. 
4.3.3 Hypothesis 3 
Hypothesis 3 posited that PRC, NRC, and religious commitment would be associated 
with infertility-related stress, controlling for age and number of children. Hypothesis 3 was 
assessed using a multiple linear regression, in which infertility-related stress was 
simultaneously regressed on PRC, NRC, religious commitment, age, and number of children. 
To evaluate this hypothesis, infertility-related stress was entered as the dependent variable in 
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the regression model, and the predictors were entered simultaneously as the independent 
variables. All assumptions were examined and satisfied. 
Results indicated that hypothesis 3 was partially supported, with NRC as the only 
significant predictor of infertility-related stress (b = 3.01, SEb = .35, p < .001). No other 
variables had a significant relationship with infertility-related stress (PRC: b = .18, SEb = .42, 
p = .67; Religious Commitment: b = -.23, SEb = .26, p = .38; Age: b = -.61, SEb = .36, p = 
.10; Total Children: b = -3.03, SEb = 1.86, p = .11). The overall model was statistically 
significant (p < .001) and explained 20% of the variance in infertility-related stress (R2 = 
.20), which is primarily driven by NRC.  
5. Discussion  
This study investigated the relationships between depression, infertility-related stress, 
and R/S among Muslim women with infertility living in AU, CA, the UK, or the US. Two 
dimensions of R/S were examined, religious coping and religious commitment, both of which 
have been identified as religious domains likely to impact health (Fetzer, 2003). More 
specifically, the study examined whether there was a positive relationship between 
depressive symptoms and infertility-related stress. This study also examined whether NRC, 
PRC, and religious commitment would be associated with depressive symptoms and 
infertility-related stress. 
5.1 Depression and Infertility-Related Stress 
As hypothesized, there was a significant and positive relationship between depressive 
symptoms and infertility-related stress. This finding is consistent with other studies that 
found a positive association between depressive symptoms and infertility-related stress 
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among women (Domar et al., 2005; Newton et al., 1999; Peterson, Sejbaek, Pirritano, & 
Schmidt, 2013), but adds novel information to the research literature base by providing 
support for this relationship in an ethnically diverse sample of Muslim women living in 
Western countries. The identification of this relationship is an important contribution to 
understanding depression among this population, as it may inform psychological 
interventions that alleviate distress and increase rates of successful pregnancies. 
In terms of prevalence of depression in the current study sample, about half (53.6%) 
of the women had scores in the depressed range based on the CESD-R data. These findings 
are consistent with previous research that found a high incidence of depression among 
women with infertility (Chen et al., 2004; Domar et al., 1993; Herbert et al., 2010; Holley et 
al., 2015; Ozkan & Baysal, 2005) including Muslim women (Farzadi & Ghasemzadeh, 
2008). Given differences in the measurement of depression across studies, it is unclear how 
the current study sample compares to other samples in terms of depression prevalence and 
severity. 
In regards to incidence of infertility-related stress, nearly all participants (n = 432; 
98.2%) that completed the FPI demonstrated high levels of stress, as indicated by global 
stress scores, with almost 40% (n = 156) of women scoring in the very high stress range. 
Stress was also indicated for most or all women in each of the five domains that comprise 
this measure: social concern (n = 473; 99.0%), sexual concern (n = 480; 100%), relationship 
concern (n = 467; 97.5%), need for parenthood (n = 464; 95.7%), and rejection of childfree 
lifestyle (n = 445; 91.4%). Additionally, about 20% of women scored in the very high stress 
range in each of the domains, except for sexual concern in which 36% of women scored in 
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the very high stress range. These results are high compared to previous research of Christian 
and Jewish women with infertility in the US (Domar et al., 2005), suggesting that there may 
be unique infertility-related stressors for Muslim women that non-Muslims do not encounter. 
Unique stressors may include cultural and religious emphasis on childbearing, or the threat of 
polygyny. Additionally, these results are consistent with findings from studies of Muslim 
women in non-Western countries, including Iran, Jordan, Tanzania, and Turkey (Abbasi-
Shavazi et al., 2008; Farzadi & Ghasemzadeh, 2008; Hollos & Larsen, 2008; Obeidat, 
Hamlan, & Callister, 2014; Obeisat et al., 2012; Ozkan & Baysal, 2005). Although these 
studies of Muslim women did not use the FPI to measure infertility-related stress, their 
findings indicate stress in one or more of the domains included in the FPI. 
These results of the current study suggest that depression and stress are a common 
experience for Muslim women with infertility, and that the stress of infertility impacts many 
areas of their lives. These findings are alarming, not only because depression and stress 
reduce quality of life, but because these variables may contribute to the development and 
maintenance of fertility problems, including decreasing infertility treatment success rates 
(Boivin & Schmidt, 2005; Demyttenaere et al., 1998; Louis et al., 2011; Lynch et al., 2014; 
Smeenk et al., 2001; Thiering et al., 1993).  
5.2 NRC, PRC, and Religious Commitment 
The results from the Brief RCOPE and the RCI-10 suggest that Muslim women with 
infertility utilize R/S to cope with infertility-related stress and distress. These results are 
consistent with those of studies that examined R/S among women with infertility in Muslim-
majority countries, including Iran, Turkey, Jordan, Saudia Arabia, and Pakistan (Alosaimi et 
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al., 2016; Bardaweel et al., 2013; Edirne et al., 2010; Latifnejad Roudsari et al., 2014; Shoaib 
et al., 2011). Mean PRC and NRC scores indicate that participants tended to use PRC more 
frequently than NRC. This is promising, as PRC is associated with greater well-being, 
whereas NRC is associated with signs of poorer mental and physical health (Pargament et al., 
2011). In addition, almost 50% of women that completed the RCI-10 scored in the highly 
religious range. This is also promising, as religious commitment, as measured by the RCI-10, 
has been found to be inversely associated with psychological distress (Burris et al., 2009). 
However, in the current study, hypotheses related to R/S were only partially 
supported. After controlling for the influence of sociodemographic factors, NRC was 
significantly and positively associated with depressive symptoms and infertility-related 
stress, whereas PRC and religious commitment were not significantly associated with these 
dependent variables. These results are inconsistent with previous research. Domar and 
colleagues (2005) found spiritual well-being to be negatively associated with infertility-
related stress and depression among non-Muslims. Other studies found R/S to be negatively 
associated with depression among Muslims (Abdel-Khalek, 2009; Abdel-Khalek & Eid, 
2011; Abdel-Khalek & Lester, 2012; Hodge et al., 2015). However, these studies did not 
focus on the experience of Muslim women with infertility. These studies also differed from 
the current study in their measurement of religiosity and depression. 
It is possible that PRC and religious commitment promote positive psychological 
outcomes rather than prevent negative psychological outcomes among Muslim women with 
infertility. This possibility would help explain why results indicate frequent use of PRC and 
RCI-10 scores in the highly religious range, as well as high prevalence of stress and 
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depression. On the other hand, NRC may foster psychological distress, as evidenced by its 
significant and positive association with infertility-related stress and depression. These 
findings are consistent with other studies that have found a significant and positive 
association between NRC and depressive symptoms among medically ill individuals, but 
found no association between PRC and depressive symptoms (e.g., Boscaglia et al., 2005; 
Hebert, Zdaniuk, Schulz, & Scheier, 2009). Unfortunately, the current study did not include a 
measure of wellbeing, and thus was unable to assess the association of PRC and religious 
commitment with positive and meaning-based psychological outcomes (e.g., life 
satisfaction), rather than negative and symptom-based constructs (i.e., depression and 
infertility-related stress). 
Although participants used PRC more frequently than NRC, this may be a case where 
bad is stronger than good (Baumeister, Bratslavsky, Finkenauer, & Vohs, 2001). In other 
words, NRC - characterized by a spiritual tension and struggle with God and others - may 
have a more powerful influence on Muslim women’s psychological health than PRC 
(Pargament et al., 2011). It is clear that intervention is warranted despite use of PRC. These 
results also highlight R/S as a multidimensional construct that can be associated with 
negative outcomes despite the salutary effects associated with R/S in much of the existing 
literature. 
5.3 Clinical Implications 
Taken together, the results suggest that depression, stress, and NRC should be 
routinely assessed among Muslim women with fertility issues in order to direct those in need 
to psychosocial support and interventions.  This recommendation includes assessment prior to 
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the start of infertility treatment given evidence that stress and depression are associated with 
poor infertility treatment outcomes (Boivin & Schmidt, 2005; Demyttenaere et al., 1998; 
Louis et al., 2011; Lynch et al., 2014; Smeenk et al., 2001; Thiering et al., 1993). Given the 
relationships found between depression, stress, and NRC, the results also suggest that 
interventions that target one variable may decrease scores in the other two variables. 
Additionally, interventions that mitigate stress and depressive symptoms may improve 
quality of life, as well as increase chances of conception and live birth deliveries. 
It is important to note that despite the high prevalence of stress and depression in the 
study sample, less than 10% of participants (n = 36) reported that they were currently 
receiving treatment for psychological or emotional distress. This discrepancy highlights the 
urgent need for increased mental health advocacy in this population and is consistent with 
previous research that found that minorities in the West underutilize mental health services 
(e.g., Alegría et al., 2002; Alegría et al., 2015). Barriers to treatment among Muslims 
comprise cultural beliefs about mental health problems, including their causes and treatment; 
lack of familiarity with mental health problems, services, and professionals; and societal 
stigma associated with mental health problems and psychological treatment (Aloud & 
Rathur, 2009; Weatherhead & Daiches, 2010). A review of barriers to treatment and methods 
to overcome them have been detailed elsewhere (Ahmed & Amer, 2013, p. 161). One critical 
finding is that compared to other religious groups, Muslims may be more likely to believe in 
the efficacy and utilization of religious coping and less likely to seek professional help 
(Loewenthal, Cinnirella, Evdoka, & Murphy, 2001). This is consistent with the current study 
given respondents’ frequent use of R/S and very low use of mental health services. 
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Therefore, psychotherapy for religiously oriented Muslim women with infertility may 
be most effective if it includes validation of R/S coping strategies and integration of R/S into 
traditional clinical interventions. Previous research found that Muslims desire mental health 
providers who respect the role of religion in their lives and prefer that the therapeutic process 
be rooted in Islam (Weatherhead & Daiches, 2010). Moreover, evidence from five studies 
suggests that Muslims that receive psychotherapy with a religious foundation (i.e., treatment 
that integrates Islamic concepts), experience a decrease in distress symptoms more quickly 
than those who receive conventional treatment (Azhar & Varma, 1995a, 1995b; Azhar, 
Varma, & Dharap, 1994; Razali, Aminah, & Khan, 2002; Razali, Hasanah, Aminah, & 
Subramaniam, 1998). Taken together, these studies suggest that the integration of R/S into 
psychotherapy may promote the therapeutic alliance and increase chances of successfully 
mitigating stress and depression among Muslim women with infertility. 
The effective treatment of Muslims and integration of R/S principles into 
psychotherapy require knowledge of Islam, Muslim cultures, community views on mental 
illness, and methods of engaging Muslims in treatment. This knowledge base can be gained 
through cultural competence training (Ahmed & Amer, 2013, p. 170). A fundamental step in 
this endeavor is consulting with religious leaders, community leaders, and mental health 
providers who have extensive experience working with the Muslim community. A database 
of mental health providers with experience treating Muslims can be found online 
(www.muslimmentalhealth.com). Educational materials, such as Ahmed and Amer’s (2013) 
book, can also help providers acquire this knowledge base. Individuals may also gain 
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information on Muslim mental health issues at professional conferences (e.g., the annual 
Muslim Mental Health Conference). 
With regard to type of psychotherapy, Muslim women with fertility issues who are 
distressed may benefit most from cognitive-behavioral therapy (CBT). CBT has been found 
to decrease distress and improve pregnancy rates among women with infertility (Frederiksen, 
Farver-Vestergaard, Skovgård, Ingerslev, & Zachariae, 2015). In addition, it has been argued 
that cognitive therapy is more congruent with Islamic values than other modalities, such as 
psychoanalysis (Al-Abdul-Jabbar & Al-Issa, 2000; Hodge & Nadir, 2008).  
Specific examples of how to integrate Islamic teachings into CBT have been 
reviewed elsewhere (Ahmed & Amer, 2013, p. 96). Some of the recommendations for 
addressing emotional and behavioral problems include incorporating events at a local 
mosque or Islamic community center in activity scheduling; assigning ablution and prayer to 
relieve tension; and scheduling homework (e.g., practicing deep breathing) to coincide with 
the five daily prayers. The success of cognitive interventions can be enhanced using religious 
cognitions. Hamdan (2008) suggested a number of cognitions from the Islamic faith that may 
be used in CBT. For example, the Prophet Muhammad said, “Look at those who are less 
fortunate than yourselves, not at those who are better off than yourselves, so that you will not 
belittle the blessings that Allah has bestowed upon you” (Al-Mundhiri, 2000, n.d., Book no. 
68, Chapter 13, p. 11115, as cited in Hamdan, 2008). This teaching, similar to perspective 
taking, may encourage women with infertility to compare their misfortunes to those who are 
less fortunate, which may relieve distress and yield gratitude for God’s blessings. 
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In summary, the current literature suggests that CBT that integrates Islamic teachings 
may be the best therapeutic approach for mitigating stress and depression among religiously 
oriented Muslim women with infertility. This type of psychotherapy requires mental health 
providers that are religio-culturally competent. Some resources and technical applications 
were highlighted above to support practitioners in the process of becoming religio-culturally 
competent. However, there is certainly more educational material to assist in this process 
beyond what was mentioned in this manuscript. 
5.4 Limitations and Future Directions 
The findings from this study should be interpreted in the context of the study’s 
potential shortcomings. However, the findings and the limitations might be useful for the 
planning of future studies. 
First, although the sample was large, there were limitations to its scope. The majority 
of participants were from the US and the UK, and almost half of the participants identified as 
South Asian. Therefore, the results may not represent the experience of Muslims from other 
ethnic groups and Muslims living outside of the US and UK. Future investigations could 
improve upon the recruitment strategies used in order to recruit a more diverse sample that is 
large enough to assess for possible differences based on country of residence and ethnicity. 
The sample was also limited in that it only included internet users, the majority of 
whom engage with social media platforms. Although recruitment through social media 
allowed for the recruitment of many women on an international scale, it may have precluded 
women who do not regularly use the internet or social media. However, community-based 
recruitment was not feasible due to financial and logistical constraints given the international 
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scope of the study. Online recruitment through social media may have captured a different 
subsample of Muslim women with infertility than community-based recruitment, limiting 
how much one can generalize these results beyond women who use the internet and social 
media. Future investigations could build upon the findings from this study by utilizing 
community-based recruitment strategies that target Muslim women with fertility issues. 
 Another limitation of recruitment was the anonymous participation. Anonymity could 
have allowed ineligible participants to complete the survey or allowed individuals to submit 
the survey multiple times. However, measures were taken to protect the dataset from these 
issues. First, the survey included questions that screened for edibility criteria, and 
participants who did not answer those questions or who did not meet eligibility criteria were 
excluded from the study. Additionally, the dataset was screened for duplicate entries, as 
evidenced by duplicate IP addresses and an examination of sociodemographic information; 
only three duplications were found and removed. It is also important to note some of the 
potential advantages of anonymous participation. Given that the study examined highly 
sensitive information, anonymity may have allowed more women to participate and may 
have encouraged more honest reporting by eliminating confidentiality concerns and social 
desirability bias. 
The study was also limited in its cross-sectional design; as it does not provide 
information about causal direction or the effects of the study variables over time. This means 
we cannot conclude that infertility-related stress causes depressive symptoms, or that 
depressive symptoms lead to infertility-related stress. Similarly, it is possible that NRC 
promoted stress and depression, however the possibility that psychological distress preceded 
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the use of NRC cannot be excluded. The findings only suggest that an association between 
the variables exists.  Longitudinal studies are needed to understand causality and the 
temporal association of these relationships, and to examine the impact of the study variables 
on fertility outcome. 
With regard to assessment, the study was limited in that it relied exclusively on self-
report measures. Although self-report assessment of the study variables is legitimate and 
valuable, future studies might incorporate collateral sources of data, such as medical records 
or information from the partners of participants. Future studies should consider utilizing a 
variety of assessment methods, especially interview-based assessments that may uncover 
unique infertility-related stressors for Muslim women that explain the very high stress levels 
found in the current sample. 
Another assessment-based limitation was that the study did not evaluate some 
variables that may help explain the experience of Muslim women with infertility. This is 
evident given that the statistical models only explained up to 16% of the variance in 
depression and 20% of the variance in infertility-related stress, suggesting that other 
important variables were missing from the models. Future research could examine a series of 
psychosocial variables that were beyond the scope of the current study, such as social support 
and dimensions of R/S other than religious coping and commitment. For example, several 
other domains of R/S have been identified as likely to impact health, including daily spiritual 
experiences, meaning, values, beliefs, forgiveness, private religious practices, religious 
support, religious/spiritual history, organizational religiousness, and religious preference 
(Fetzer, 2003). Finally, future investigations should also include measures of well-being in 
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order to determine its relationship with PRC and religious commitment among Muslim 
women with infertility. 
5.5 Conclusions 
This study adds novel information to a sparse literature base on the mental health of 
Muslim women with infertility. Findings suggest that Muslim women with fertility issues 
residing in the West often experience infertility-related stress and depression, and turn to R/S 
to cope with these challenges. A positive relationship was found between depressive 
symptoms and infertility-related stress, and NRC was found to be positively associated with 
both of these variables. Taken together, these results suggest an urgent need to assess for 
infertility-related stress, depression, and NRC in this population of women. Moreover, 
infertility-related stress and NRC may serve as targets in psychological interventions aimed 
at mitigating depressive symptoms. 
CBT has been effective in decreasing distress among Muslims (Al-Abdul-Jabbar & 
Al-Issa, 2000; Hodge & Nadir, 2008) and improving pregnancy rates among women with 
infertility (Frederiksen et al., 2015). CBT-based treatments that integrate R/S may be most 
effective in alleviating distress in this population (Azhar & Varma, 1995a, 1995b; Azhar et 
al., 1994; Razali et al., 1998; Razali et al., 2002; Weatherhead & Daiches, 2010). Future 
research is needed to understand the causality between the primary study variables, to 
examine the impact of the study variables on fertility outcome, and to determine effective 
psychological interventions for this population of women. 
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Appendix A: Tables 
 
Table 1 
Participant Sociodemographic Characteristics. N = 496 n % 
Nationality   
Australia 27 5.4 
Canada 64 12.9 
United Kingdom 193 38.9 
United States 211 42.5 
Racial-ethnic background*   
Afghan 6 1.2 
Arab 60 12.1 
African or Black 31 6.3 
Caucasian 40 8.1 
Multi-racial/ethnic 35 7.1 
Native American/Alaskan Native 1 0.2 
Persian 1 0.2 
South Asian 236 47.6 
South East Asian 55 11.1 
Spanish/Hispanic/Latina 4 0.8 
Turkish 3 0.6 
Other 14 2.8 
Current relationship status 
Married 
Engaged to be wed 
 
495 
1 
 
99.8 
0.2 
Educational attainment 
Some high school 
High school graduate or equivalent 
Some college 
Associate's degree 
Bachelor's degree 
Some graduate education 
Master's degree 
Doctoral degree (e.g., PhD/MD/JD) 
 
11 
43 
65 
36 
171 
31 
83 
25 
 
2.2 
8.7 
13.1 
7.3 
34.5 
6.3 
16.7 
5 
Employment status 
Employed Full Time 
Employed Part Time 
Home maker/Stay at home 
Unemployed 
 
224 
98 
130 
44 
 
45.2 
19.8 
26.2 
8.9 
 M SD / Range 
Age (in years) 30.68 4.88 / 20-44 
*Participants were instructed to select all options that applied to their race/ethnicity. 
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Table 2 
Reproductive and Infertility History. N = 496 n % 
Cause of fertility problems 
Female factor 
Male factor 
Mixed factor  
Unknown/idiopathic 
 
205 
53 
45 
192 
 
41.3 
10.7 
9.1 
38.7 
Past pregnancy loss  
Yes 
No 
 
173 
323 
 
34.9 
65.1 
Have child(ren) 
Biologically-related child(ren) 
Adopted child(ren) 
 
130 
27 
 
26.2 
5.4 
 M SD / Range 
Time trying to conceive  (in years) 4.34 3.46 / 0.5–20.1 
 
 
Table 3 
Fertility Treatment Characteristics. N = 496 n % 
Use of fertility treatment 
Current 
Never 
 
247 
80 
 
49.8 
16.1 
Seeing a specialist/reproductive endocrinologist  
Yes 
No 
 
230 
266 
 
46.4 
53.6 
Types of fertility treatments 
Advice from family/friends 
Medical advice 
Massage 
Acupuncture 
Herbal medicine 
Relaxation training 
Meditation 
Yoga 
Fertility drugs/hormones (pill and/or injection) 
Surgery to treat infertility 
IUI 
ART 
Donor sperm 
Donor eggs 
 
209 
274 
51 
92 
112 
17 
24 
36 
255 
46 
93 
102 
0 
0 
 
42.1 
55.2 
10.3 
18.5 
22.6 
3.4 
4.8 
7.3 
51.4 
9.3 
18.8 
20.6 
0 
0 
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Table 4 
Household Income. N = 496 n % 
Australia (AU dollar) 
Less than $75,000 
$75,001 - $100,000 
$100,001 - $125,000 
$125,001 - $150,000 
$150,001 or more 
 
16 
2 
3 
2 
3 
 
3.2 
0.4 
0.6 
0.4 
0.6 
Canada (CA dollar) 
Less than $50,000 
$50,001 - $75,000 
$75,001 - $100,000 
$100,001 - $125,000 
$125,001 or more 
 
21 
20 
10 
10 
2 
 
4.2 
4.0 
2.0 
2.0 
0.4 
United Kingdom (British pound) 
Less than 10,000 
10,001 – 20,000 
20,001 – 30,000 
30,001 – 40,000 
40,001 or more 
 
28 
51 
35 
32 
41 
 
5.6 
10.3 
7.1 
6.5 
8.3 
United States (US dollars) 
Less than $25,000 
$25,001 - $50,000 
$50,001 - $75,000 
$75,001 - $100,000 
$100,001 or more 
 
29 
41 
33 
41 
64 
 
5.8 
8.3 
6.7 
8.3 
12.9 
 
 
 
 
 
 
 
 
 
 
 
	  
	  
	  
53	  
Appendix B: Measures 
 
Sociodemographics Questionnaire 
 
Gender: 
! Female 
! Male 
 
How old are you (in years)? 
 
Are you comfortable reading and writing in English? 
! Yes 
! No 
 
Do you identify as Muslim? 
! Yes 
! No 
 
Have you experienced difficulty conceiving a first or second child with your partner/spouse? 
! Yes 
! No 
 
Have you experienced difficulty carrying a pregnancy to live birth? 
! Yes 
! No 
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Where were you born? 
! Australia 
! Canada 
! United Kingdom 
! United States 
! Other: [Please Specify] ____________________ 
 
In which country do you reside the majority of the time?    Please note: From this point 
forward, "this country" will refer to the country you choose in this question (i.e., the country 
in which you reside the majority of the time). 
! Australia 
! Canada 
! United Kingdom 
! United States 
! Other: [Please Specify] ____________________ 
 
What is your generation status in this country? Please note: “this country” refers to the 
country in which you reside the majority of the time. 
! First Generation (i.e., immigrant/born outside of this country) 
! Second Generation (i.e., born in this country with at least one immigrant parent) 
! Third Generation (i.e., you and both of your parents were born in this country) 
! Fourth or More Generations 
 
Have you lived in this country for more than 1 year? Please note: “this country” refers to the 
country in which you reside the majority of the time. 
! Yes. If yes, how many years have you lived in this country? ____________________ 
! No 
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Are you a: 
! United States Citizen 
! Naturalized Citizen 
! Permanent Resident 
! Visa Holder - Student 
! Visa Holder - Work/Business Visa 
! Other: [Please Specify] ____________________ 
 
Are you a: 
! Australian Citizen 
! Naturalised Citizen 
! Permanent Resident 
! Visa Holder - Student 
! Visa Holder - Work/Business Visa 
! Other: [Please Specify] ____________________ 
 
Are you a: 
! Canadian Citizen 
! Naturalized Citizen 
! Permanent Resident 
! Visa Holder - Student 
! Visa Holder - Work/Business Visa 
! Other: [Please Specify] ____________________ 
 
Are you a: 
! British Citizen/UK Citizenship 
! Naturalized Citizen 
! Permanent Resident 
! Visa Holder - Student 
! Visa Holder - Work/Business Visa 
! Other: [Please Specify] ____________________ 
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Is English your first language? 
! Yes 
! No. If no, what is your first language? ____________________ 
 
Do you speak any other languages? 
! Yes. If yes, what other languages do you speak? ____________________ 
! No 
 
How do you identify your ethnicity/race? (Check all that apply.) 
" Aboriginal/Torres Strait Islander 
" Afghan 
" African/Black 
" Arab 
" Caribbean, Hawaiian, or other Pacific Islander 
" East Asian [Chinese, Japanese, Korean] 
" Native American/Alaskan Native 
" Persian 
" South Asian 
" South East Asian 
" Spanish/Hispanic/Latina 
" Turkish 
" White/Caucasian/European 
" Multi-Ethnic/Racial: [Please Specify] ____________________ 
" Other: [Please Specify] ____________________ 
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What is the highest level of education that you have completed? 
! No formal education 
! Some grade/primary school (elementary or middle school) 
! Some high school 
! High school graduate or equivalent 
! Trade/vocational certificate 
! Apprenticeship certificate 
! Some university or college 
! 2-year college graduate or Associate's degree 
! 4-year college graduate or Bachelor's degree 
! Some graduate education 
! Master's degree 
! Doctoral degree (e.g., PhD/MD/JD) 
! Other: [Please Specify] ____________________ 
 
Are you currently a student? 
! Yes 
! No 
 
What is your current employment status? 
! Employed Full Time (35 hours/week or more; for Canadians 30 hours/week or more) 
! Employed Part Time (less than 35 hours/week; for Canadians less than 30 hours/week) 
! Home maker/Stay at home 
! Unemployed 
! Retired 
 
What is your estimated annual combined household income (before taxes)? 
! Less than $25,000 
! $25,001 - $50,000 
! $50,001 - $75,000 
! $75,001 - $100,000 
! $100,001 or more 
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What is your estimated annual combined household income (Canadian dollar; before taxes)? 
! Less than $50,000 
! $50,001 - $75,000 
! $75,001 - $100,000 
! $100,001 - $125,000 
! $125,001 or more 
 
What is your estimated annual combined household income (Australian dollar; before taxes)? 
! Less than $75,000 
! $75,001 - $100,000 
! $100,001 - $125,000 
! $125,001 - $150,000 
! $150,001 or more 
 
What is your estimated annual combined household income (British pound; before taxes)? 
! Less than £10,000 
! £10,001 - £20,000 
! £20,001 - £30,000 
! £30,001 - £40,000 
! £40,001 or more 
 
What is your marital status? 
! Unmarried 
! Unmarried, but engaged to be wed 
! Married 
! Divorced 
! Separated 
! Widowed 
 
Are you currently involved in a committed relationship? 
! Yes 
! No 
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How long have you been in your current relationship? 
! Less than six months 
! Six months to less than 1 year 
! 1 year to less than 3 years 
! 3 years to less than 6 years 
! 6 years to less than 10 years 
! More than 10 years 
 
How does your spouse/partner identify? 
! Muslim Convert 
! Born into a Muslim family 
! Jew/Christian 
! Other Religion 
! No Religion 
 
In the past, have you experienced any of the following events? (Check all that apply.) 
" Divorce 
" Separation 
" Death of a spouse 
" None of the above 
 
Are you currently trying to conceive? 
! Yes 
! No 
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Why are you no longer trying to conceive? (Check all that apply.) 
" I'm just taking a break. 
" My partner needs a break. 
" My healthcare provider recommended taking a break. 
" I have been traveling without my partner. 
" My partner has been traveling without me. 
" I've given up. 
" My partner has given up. 
" I am adopting a child. 
" I am pregnant. 
" Other: [Please Specify] ____________________ 
 
Approximately, when was the last time you tried to conceive? 
! Less than 1 month ago 
! 1 month ago to less than 3 months ago 
! 3 months ago to less than 6 months ago 
! 6 months ago to less than 1 year ago 
! 1 year ago 
! More than 1 year ago 
 
How long have you been trying to conceive with your current partner, in total (years and 
months)? Make sure to write the words "years" and "months" in your response (example: 1 
year 2 months). 
 
Have you ever taken a break from trying to conceive? 
! Yes 
! No 
 
In your most recent attempt, how many months in a row were you trying to conceive? 
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Are you trying to become pregnant with the assistance of fertility treatments (e.g., 
medications, intrauterine insemination, or IVF)? 
! Yes 
! No 
 
Are you currently pregnant? 
! Yes 
! No 
! Unsure 
 
Have you ever experienced a pregnancy loss (e.g., miscarriage, stillbirth, therapeutic 
abortion, or ectopic pregnancy)? 
! Yes 
! No 
 
Do you have any biological children? 
! Yes. If yes, how many? ____________________ 
! No 
 
Do you have any adopted children or stepchildren? 
! Yes. If yes, how many? ____________________ 
! No 
 
What is the cause of your fertility problem? 
! Male factor (e.g., low sperm count, low sperm motility, varicoceles) 
! Female factor (e.g., endometriosis, irregular ovulation, uterine fibroids) 
! Male and female factors (e.g., both a male factor problem and a female factor problem) 
! Unexplained or unknown (i.e., doctors have not identified what is causing your fertility 
problems) 
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What fertility treatments have you or your partner ever received as of today?  (Check all that 
apply.) 
" None 
" Advice from family/friends 
" Medical advice 
" Massage 
" Acupuncture 
" Herbal medicine 
" Relaxation training 
" Meditation 
" Yoga 
" Fertility drugs/hormones (in pill and/or injection form) 
" Surgery to treat infertility 
" IUI (intrauterine insemination) 
" Advanced reproductive technologies (IVF, GIFT, ZIFT) 
" Donor sperm 
" Donor eggs 
" Other: [Please Specify] ____________________ 
 
Do you have health insurance (consider insurance from all sources: provided by the 
government, your employer, or purchased through private insurer)? 
! Yes 
! No 
 
Does your health insurance cover any of the following treatments for fertility problems? 
(Check all that apply.) 
" Consultation with a specialist 
" Fertility drugs/hormones (in pill and/or injection form) 
" Medical testing 
" Surgery 
" IVF/ICSI 
" Not applicable (My insurance does not cover any of these treatments.) 
" Other: [Please Specify] ____________________ 
" Unsure 
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Are you currently under the care of a medical specialist for infertility (i.e., reproductive 
endocrinologist)? 
! Yes 
! No 
 
 
Are you currently being treated (i.e., therapy or medication) for psychological or emotional 
distress? 
! Yes 
! No 
 
Please briefly describe the mental health problem (e.g. depression) you are experiencing. 
 
What type(s) of treatment are you currently using?  (Check all that apply.) 
" Individual therapy related to fertility 
" Individual therapy not related to fertility 
" Couple's therapy related to fertility 
" Couple's therapy not related to fertility 
" Support groups/group therapy related to fertility 
" Support groups/group therapy not related to fertility 
" Medication for psychological/emotional distress 
 
Have you ever received treatment (i.e., therapy or medication) for psychological or emotional 
distress in the past? 
! Yes 
! No 
 
Please briefly describe the mental health problem (e.g. depression) you experienced. 
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What type(s) of treatment have you tried in the past?  (Check all that apply.) 
" Individual therapy related to fertility 
" Individual therapy not related to fertility 
" Couple's therapy related to fertility 
" Couple's therapy not related to fertility 
" Support group/group therapy related to fertility 
" Support group/group therapy not related to fertility 
" Medication for psychological/emotional distress 
 
Are you: 
! A Revert/Convert to Islam. Approximately how many years have you been Muslim? 
____________________ 
! Born into a Muslim family 
! Other: [Please Specify] ____________________ 
 
How do you identify yourself within Islam? 
! Ahmadiyya 
! Nation of Islam 
! Shia 
! Sunni 
! Other: [Please Specify] ____________________ 
 
To what extent do you consider yourself a religious person? 
! Very religious 
! Moderately religious 
! Slightly religious 
! Not religious at all 
 
 
	  
	  
	  
65	  
Do you pray 5 times a day? 
! Never 
! Rarely 
! Often 
! Usually 
! Always 
 
Do you drink alcohol? 
! Not at all 
! Somewhat 
! Quite a bit 
! A great deal 
 
Do you wear hijab? 
! Yes 
! No 
 
How did you hear about this survey? (Select all that apply.) 
" Facebook 
" Twitter 
" YouTube 
" Craigslist 
" Email listserv 
" Flyer 
" Word of mouth 
" Muslim group or organization 
" Religious leader 
" Other: [Please Specify] ____________________ 
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Center for Epidemiologic Studies Depression Scale - Revised (CESD-R) 
Below is a list of the ways you might have felt or behaved.  Please indicate how often you 
have felt this way in the past week or so. 
 Not at all 
or Less 
than 1 day 
1-2 
days 
3-4 
days 
5-7 
days 
Nearly every 
day for 2 weeks 
My appetite was poor. !  !  !  !  !  
I could not shake off the 
blues. !  !  !  !  !  
I had trouble keeping my 
mind on what I was 
doing. 
!  !  !  !  !  
I felt depressed. !  !  !  !  !  
My sleep was restless. !  !  !  !  !  
I felt sad. !  !  !  !  !  
I could not get going. !  !  !  !  !  
Nothing made me happy. !  !  !  !  !  
I felt like a bad person. !  !  !  !  !  
I lost interest in my usual 
activities. !  !  !  !  !  
I slept much more than 
usual. !  !  !  !  !  
I felt like I was moving 
too slowly. !  !  !  !  !  
I felt fidgety. !  !  !  !  !  
I wished I were dead. !  !  !  !  !  
I wanted to hurt myself. !  !  !  !  !  
I was tired all the time. !  !  !  !  !  
I did not like myself. !  !  !  !  !  
I lost a lot of weight 
without trying to. !  !  !  !  !  
I had a lot of trouble 
getting to sleep. !  !  !  !  !  
I could not focus on the 
important things. !  !  !  !  !  
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Fertility Problem Inventory (FPI) 
The following statements express different opinions about a fertility problem. Please indicate 
the degree to which you agree or disagree with each statement.  
 Strongly Agree 
Moderately 
Agree 
Slightly 
Agree 
Slightly 
Disagree 
Moderately 
Disagree 
Strongly 
Disagree 
1. Couples 
without a child 
are just as 
happy as those 
with children. 
○ ○ ○ ○ ○ ○ 
2. Pregnancy 
and childbirth 
are the two 
most important 
events in a 
couple’s 
relationship. 
○ ○ ○ ○ ○ ○ 
3. I find I’ve 
lost my 
enjoyment of 
sex because of 
the fertility 
problem. 
○ ○ ○ ○ ○ ○ 
4. I feel just as 
attractive to 
my partner as 
before. 
○ ○ ○ ○ ○ ○ 
5. For me, 
being a parent 
is a more 
important goal 
than having a 
satisfying 
○ ○ ○ ○ ○ ○ 
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career 
6. My 
marriage needs 
a child (or 
another child). 
○ ○ ○ ○ ○ ○ 
7. I don’t feel 
any different 
from other 
members of 
my sex. 
○ ○ ○ ○ ○ ○ 
8. It’s hard to 
feel like a true 
adult until you 
have a child. 
○ ○ ○ ○ ○ ○ 
9. It doesn’t 
bother me 
when I’m 
asked 
questions 
about children. 
○ ○ ○ ○ ○ ○ 
10. A future 
without a child 
(or another 
child) would 
frighten me. 
○ ○ ○ ○ ○ ○ 
11. I can’t 
show my 
partner how I 
feel because it 
will make 
him/her feel 
upset. 
○ ○ ○ ○ ○ ○ 
12. Family 
don’t seem to 
○ ○ ○ ○ ○ ○ 
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treat us any 
differently. 
13. I feel like 
I’ve failed at 
sex. 
○ ○ ○ ○ ○ ○ 
14. The 
holidays are 
especially 
difficult for 
me. 
○ ○ ○ ○ ○ ○ 
15. I could see 
a number of 
advantages if 
we didn’t have 
a child (or 
another child). 
○ ○ ○ ○ ○ ○ 
16. My partner 
doesn’t 
understand the 
way the 
fertility 
problem 
affects me. 
○ ○ ○ ○ ○ ○ 
17. During 
sex, all I can 
think about is 
wanting a 
child (or 
another child). 
○ ○ ○ ○ ○ ○ 
18. My partner 
and I work 
well together 
handling 
questions 
about our 
○ ○ ○ ○ ○ ○ 
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infertility. 
19. I feel 
empty because 
of our fertility 
problem. 
○ ○ ○ ○ ○ ○ 
20. I could 
visualize a 
happy life 
together, 
without a child 
(or another 
child). 
○ ○ ○ ○ ○ ○ 
21. It bothers 
me that my 
partner reacts 
differently to 
the problem. 
○ ○ ○ ○ ○ ○ 
22. Having sex 
is difficult 
because I 
don’t want 
another 
disappointmen
t. 
○ ○ ○ ○ ○ ○ 
23. Having a 
child (or 
another child) 
is not the 
major focus of 
my life. 
○ ○ ○ ○ ○ ○ 
24. My partner 
is quite 
disappointed 
with me. 
○ ○ ○ ○ ○ ○ 
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25. At times, I 
seriously 
wonder if I 
want a child 
(or another 
child). 
○ ○ ○ ○ ○ ○ 
26. My partner 
and I could 
talk more 
openly with 
each other 
about our 
fertility 
problem. 
○ ○ ○ ○ ○ ○ 
27. Family 
get-togethers 
are especially 
difficult for 
me. 
○ ○ ○ ○ ○ ○ 
28. Not having 
a child (or 
another child) 
would allow 
me time to do 
other 
satisfying 
things. 
○ ○ ○ ○ ○ ○ 
29. I have 
often felt that I 
was born to be 
a parent. 
○ ○ ○ ○ ○ ○ 
30. I can’t help 
comparing 
myself with 
friends who 
○ ○ ○ ○ ○ ○ 
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have children. 
31. Having a 
child (or 
another child) 
is not 
necessary for 
my happiness. 
○ ○ ○ ○ ○ ○ 
32. If we miss 
a critical day 
to have sex, I 
can feel quite 
angry. 
○ ○ ○ ○ ○ ○ 
33. I can’t 
imagine us 
ever separating 
because of 
this. 
○ ○ ○ ○ ○ ○ 
34. As long as 
I can 
remember, 
I’ve wanted to 
be a parent. 
○ ○ ○ ○ ○ ○ 
35. I still have 
lots in 
common with 
friends who 
have children. 
○ ○ ○ ○ ○ ○ 
36. When we 
try to talk 
about our 
fertility 
problems, it 
seems to lead 
to an 
○ ○ ○ ○ ○ ○ 
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argument. 
37. Sometimes 
I feel so much 
pressure, that 
having sex 
becomes 
difficult. 
○ ○ ○ ○ ○ ○ 
38. We could 
have a long, 
happy 
relationship 
without a child 
(or another 
child). 
○ ○ ○ ○ ○ ○ 
39. I find it 
hard to spent 
time with 
friends who 
have young 
children. 
○ ○ ○ ○ ○ ○ 
40. When I see 
families with 
children I feel 
left out. 
○ ○ ○ ○ ○ ○ 
41. There is a 
certain 
freedom 
without 
children that 
appeals to me. 
○ ○ ○ ○ ○ ○ 
42. I will do 
just about 
anything to 
have a child 
(or another 
○ ○ ○ ○ ○ ○ 
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child). 
43. I feel like 
friends or 
family are 
leaving us 
behind. 
○ ○ ○ ○ ○ ○ 
44. It doesn’t 
bother me 
when others 
talk about their 
children. 
○ ○ ○ ○ ○ ○ 
45. Because of 
infertility, I 
worry that my 
partner and I 
are drifting 
apart. 
○ ○ ○ ○ ○ ○ 
46. When we 
talk about our 
fertility 
problem, my 
partner seems 
comforted by 
my comments. 
○ ○ ○ ○ ○ ○ 
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Brief RCOPE 
 Not at All Somewhat Quite a Bit A Great Deal 
Looked for a stronger 
connection with God. !  !  !  !  
Sought God's love and 
care. !  !  !  !  
Sought help from God in 
letting go of my anger. !  !  !  !  
Tried to put my plans 
into action together with 
God. 
!  !  !  !  
Tried to see how God 
might be trying to 
strengthen me in this 
situation. 
!  !  !  !  
Asked forgiveness for 
my sins. !  !  !  !  
Focused on religion to 
stop worrying about my 
problems. 
!  !  !  !  
Wondered whether God 
had abandoned me. !  !  !  !  
Felt punished by God for 
my lack of devotion. !  !  !  !  
Wondered what I did for 
God to punish me. !  !  !  !  
Questioned God's love 
for me. !  !  !  !  
Wondered whether my 
mosque had abandoned 
me. 
!  !  !  !  
Decided the devil made 
this happen. !  !  !  !  
Questioned the power of 
God. !  !  !  !  
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Religious Commitment Inventory – 10 (RCI-10) 
Please read each of the following statements and choose the response that best describes how 
true each statement is for you. 
 Not at 
all true 
of me 
Somewhat 
true of me 
Moderately 
true of me 
Mostly 
true of 
me 
Totally 
true of 
me 
I often watch, listen to, or 
read informative material 
about my religion (e.g., via 
TV, radio, books, 
magazines, social media, or 
the Internet). 
!  !  !  !  !  
I make financial 
contributions to religious 
organizations (e.g., zakat, 
sadaqah). 
!  !  !  !  !  
I spend time trying to grow 
in understanding of my 
faith. 
!  !  !  !  !  
Religion is especially 
important to me because it 
answers many questions 
about the meaning of life. 
!  !  !  !  !  
My religious beliefs lie 
behind my whole approach 
to life. 
!  !  !  !  !  
I enjoy spending time with 
others of my religious 
affiliation. 
!  !  !  !  !  
Religious beliefs influence 
all my dealings in life. !  !  !  !  !  
It is important to me to 
spend periods of time in 
private religious thought 
and reflection (e.g., 
voluntary salah [prayer], 
du'a [supplication], tilawah 
[recitation of the Quran], 
dhikr [litanies], or fikr 
[contemplation]). 
!  !  !  !  !  
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I enjoy working on activities 
of a religious nature (e.g., 
lectures and talks related to 
religion, events at the 
mosque, Ramadan-related 
activities, preparing for 
Eid). 
!  !  !  !  !  
I keep well informed about 
the activities of my local 
religious group (e.g., social 
events, lectures, funerals) 
and have some influence in 
the group's decisions. 
!  !  !  !  !  
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